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TITLE: 



TUBE FEEDING MANAGEMENT PROTOCOL 



PURPOSE: 



To outline the nursing management of patients receiving continuous, 
intermit tent, or cyclic enteral tube feedings via nasogastric, 
gastrostomy, duodenostonQr, or jejunoston^^ tube. 



ASSESSMENT 4. 



LEVEL OF PERSONNEL: RN LPN 

PURPOSE: Tube feedings are employed to meet nutritional needs including 

hydration requirements when normal oral intake is altered or 
contraindicated. The potential for tube di^lacement puts these patients 
at risk for aq)iration pneumonia, or peritonitis. 
MD ORDER 1. \^lidate that tube feeding order states fonnula, volume 

time span, and method of delivery (i.e. continuous, cyclic, bolus or 
gravity drip). 

2. Measure, at time of feeding tube insertion, the length of visible 
tube and record on NPR. 

Assess for tube placement q 8 hours and before each intermittent 
feeding or medicaflon administration, using at least two of the 
following measures: 

a- measure and compare lengdi of visible tube to initial 
measurement 

b. aspirate gastric or small bowel contents (5-lOmI, 

obs^e for appropriate color and consistency) 
C. fas,gtill 10 ml of air into tube while auscultatiag ^omach 

(gastric only) 
Assess gastrostomy/jejunostomy site q 24 hours for: 
& leakage of formula around tube 
b. signs of infection (redness, induration, purulent 
drainage) 

Assess patient* s fluid balance q 24 hours: 

a. compjEire I/O, note fluid imbalances 

b. monitor weight changes 

c. monitor lab values (electrolytes, BUN, Cr.) 
Assess general abdominal/digestive status q 8 shift: 

a. assess bowel soimds 

b, observe for signs/symptoms of feeding intolerance: 
repeated nausea/vomiting, cramping, dianfaea or 
gastric residual >I00ml/l hour. 



REPORTABLE 
CONDITIONS 



8. 
9. 

10. 



11. 
12. 

13. 

14 

15. 
16.. 



17. 



INFECTION 18. 



19. 



Docket No. H0649/7001 
Title: System, Method, and 
Computer Program... 
Applicant: Stemlicht 

Weigh patient q AM, unless odierwise ordered. 
Maintain l&O q 8 hours. 

Report promptly to MD: 

a. suspected displacement of feeding tube 

b. suspected aspiration, i.e. SOB, elevated temperature 
c obstruction of feeding tube 

d. abdominal distention, nausea/vomiting, cramping, dianhea, 
constipation 

e. fluid-electrolyte imbalance 

f. gastric residual >120 ml for 2 hours for adults, 

0-3 month >30, 3-12 months >45, 14yr+> 60, 
if on bolus> 1/3 of previous feed. 

g. suspected formula leakage around gastrostomy or 
jejunostomy 
h. temperature >101'1^. 

Afitninigter all formulas at room temperature. 

Elevate HOB 45 degrees during feeding and for 1 hour following 

bolus or gravity feed. 

Flush tube with 5ml forpedi, 10 ml for adult of warm water when 
feeding is interrupted, stopped, or after each intennittent feeding. 

Flush tube q 4 hours with Sml of warm t^ water if feeding is 
continuous. 

Stop gastric tube feeding it patient is placed flat or in Trendelenberg. 
Measure gastrostomy residual q 4 hours or before every intemuttent 
feeding: 

a if residual is> 100 ml, HOLD feeding for 1 hour, 
b. Recheck residual, if still > than 100 ml, HOLD and notify 
MD. 

ReinstiU aspirate. 

Hold feeding for 1 hour if patient is nauseated, vomiting, or 
abdominal distention is present, if symptoms do not improve, notify 
MD . 

Only hang a 4 hour supply of formula, do not leave open formula 

containers at room temperature for more flian 1 hoar« 
rhanpe formula bag/tubmg q 48 hours. 
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TITLE : VB«PmCTUIffi FOR BIX)OD SAMPLING 
LEVEL OF PERSONNEL : RN,LPN, 
DESIGNATED CLINICAL AREA : All 
PURPOSE ; To obtain routine blood samples. 

APPLICABLE POLICY STATEMENTS : 

Individuals must successfully complete the training program to perform venipuncture for blood sampling. 
S A physician's (»:der must be obtained for eadit^^^ 
P CRITICAL ELEMENTS ; 

y 1. Use of site in antecubital fossa is preferred if a vein is easily palpable If a vein is not eaasily 
tM ideiitified, sites in the lower ann or hand niay be i^ed, but only as a lastly 

H 

n 2. Btood samples should not be drawn from an arm with a contiimousWinfus Forp^entswho 
P should not have venipuncture performed in one arm, notify EN caring for patient, if aj^licable. IV 

mi infusion should be turned off in order to be aWe to draw bl^^ 

M EQUIPMENT; 

p Venqject (may substitme a ^5 g3i^ botterft^ 
^ Appropriate specimen tube with labels 
Alcohol swabs 
Gauze sponge 
Tourniquet 
Disposable gloves 
Plastic bags for specimen transport 
^q[»ropriate lab leqai^ons 



NURSING ACTIONS ; SPECIAL CONSIDERATIONS: 

L Identify the patient 

2. Position patieirt's arm. 

3 . Select site for venipunctoe. (Figure 1) 

4. Apply tourniquet proximal to chosen site. 4. Vein should be distinct-easily visible 
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and/or palpable. Tourniquet should be tight 
enough to obstruct venous flow, but, not 
arterial flow (radial pulse should be 
palpable). 



If vein is not prominent: 



a. Have patient open and close hand, 
making afist, no more than 2 times. 

b. Lightly tap vein site. 



Opening and closing the fist more than 2 
may increase lactic add 



c. Take tourniquet ofi^ then place extremitjr 
in a dependait position for a few minutes. 



c. Promotes venous distention. 



d. If necessary, apply moist heat for a few 
minutes, 

e. Reapply tourniquet 

5. Cleanse site and surrounding area with alcohol. 
Repeatif skin is uimsually soiled Using second 
clean alcohol sponge, wipe the site once with a 
downward stroke. 

6. Put on gjoves. 

7. Stabilize the extremity and using thumb, hold 
skin taut below prepped area just distal to 
intended puncture site. 



Use wash cloth moistened with warm 
tap water. 



Allow to ak dry completely to prevent 
burning at site and prevent hemolysis. 
Alcohol mixing with blood causes 
hemolysis. 



SSft 



8. At a 15 degree angle, msert the needle, bevel 
up, through the skin parallel to vein. 



Parallel approach decreases rolling of 
vessel. 



) 



NURSING ACTIONS; 
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SPECIAL CONSIDERTIONS; 



9. Butterfly needle : 

Withdraw desired amount of blood 
and then release tourniquet 



9. Release of tourniquet prior to 

removal of needle prevents extravasation 
of blood into tissue or excessive bleeding 
from puncture site^ 



Straight needle with vacutainer: 
Remove tube irmnediately after filling 
And insert next tube. 



Release of toumicpiet just before blood 
Drawing is complete allows for a last 
"surge" of blood into speden tubes. 



However, if blood flow is sluggish, it is 
best to leave tourniquet in place until the 
desired amount of blood is obtained 



10a Recommended order of filling multiple 
tubes: 



10a. The rule is to alawys collect blood in 
the tube containing anticoagulant last. 



1) Blood Cultures 

2) Red top-no anticoag 

3) Blue top 

4) Purple top 

5) Gray top 

6) Gieentop 

lOb. Invert the tubes gently about 10 times. 10b. Blood needs to be mixed the 



Withdrw desired amount of blood 
(ie., last tube almost filled). Then 
release touroiquet 

1 1 . When using the vacutainer, remove tube 
firom needle holder to relieve vacuum 
before removing needle from vein. 

12. Place gauze sponge over puncture site, 12. Bending the arm might cause a 
remove needle and then pressure hematoma. 

over site until bleeding stops. Ask patient 
tokeeparmstrai^ 

13. Check venipuncture site before leaving 13. Ifhematoma develops, apply warm 
room. Moist soaks with wash clodt 

14. If butterfly needle and syringe is used, 
place blood in a[px)priate specimoi tubes 
following above recommended guidelines. 
Label tubes, jdace in bags and send to lab 
with appropriate requisition. 



additive in the tube for it to function 
properly. 
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NTTRSiNfl AfrnONS; SPEOAI. CONSIPERATIQNS; 

1 4. If butterfly needle and syringe is used, 
place blood in appropriate specimen tubes 
following above recommended guidelines. 
Label tubes, place in bags and send to lab 
with appropriate requisition. 

RFFIgRRNCES: 

Brunner and Suddarth (1988). Texthnnk of Medical-Surgical Nursing. f6th Edition^ Philadelphia, 
PA: JJB. Lippincott, p. 668. 

rnll^g.. »f Am^^rir^n Patftnlngigfg (IQQfi). So Ynii're Goinff to CoHect a Blood Specimen. An 
Introduction to Phlebotomy . College of American Pathologists, Illinois. 

Lbgston, Boggs, R., Woodridge-King, M. (1^3). A AC^ Pmcednre Manual For Critical Care. 
M Philadelphia, PA: W.B. Saunders Company. 

M 

Q MilIiam,D«ris,A.(1987). Venous Blood Samples - SShaipra Your Drawing Skills. Nursing 87. 
December, p. 56 - 61. 



( 



Nursing Procedures, second edition, (1996). Sprintghouse. Springhouse, PA 

FCTTOTRESQITRCES: PRACTICE AREA; 

jli MaiyLizBilodeau,RNC,MS,CCRN Department of Nursing 
□ Critical Care CNS 

13 Martha Mardn,RN,MaJ Department of Nulling 
!1 SfaffSpeciaiist 

JiU Pedro, RN, MSN, ONC Department of Nursing 
Clinical Nurse Specialist 



Approved: Council on Practice 
Revised: Council on Practice ^ 
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day 



Outward trip 






1 1 


From 






Address 






State 


Izipcode 






mfri 


day 




Return trip 


1 




1 1 


From 






Address 






State 


Izipcode 





[Contact Telephone 

Ino. 



|am/pm ~1 |: 
To 



iService Required: 







State 


jZIpcode 




|am/pm | 


jService Required: | 







State 



ipcode 



Notes on Required Nursing Services 




email address: 
Payment 



Agreed fee for 

above sen/ices 



Cash 




Check 




Invoice Company 




Other 







pe Amexl 


1 


Visal 


Card Numljer 




Issuer 


Exp. Datel 


Cardholder name showvn on card 
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To receive a free and confidential quotation without obligation, please give the following information: 





Rest 


Initials 


Ust 


Contact Telephone No: 


Name: 











Arrival date: 



Departure date: 



mth day yr 



Type of accommodation 
single room 
twin-bedded double 
family room 
junior suite 
parlor suite 

Approximate nightly budget 
per room (excluding meals) 
$150 -$200 
$200 - $250 
$250 -$300 
$300 -$400 
$400+ 



Address: 
City: 



Phone - Home: F 
email address: 1" 



mth day yr 



Total number in party: 
adults: 
children: 

Total rooms required: 



How will you travel 
to Boston? 

Air 

Rail 

Car 



please state any particular requirements: 

( special meals, adapted bathrooms, wheelchair access etc.) 



Near to any particular hospital? (if so please indicate which) 



State: 



Work: 



] * [ 



] Cell: [ 
1 Fax: 
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PATIENT REFERRAL INFORMATION: 



DATE: 



/ / 



PATIENT NAME: 



^. ADDRESS: 
i PHONE: 



M DOB: 



REFERRED BY: 



FAX: 



n DIAGNOSIS/PROCEDURE: 



{name)_ 



(Phone)_ 
(Dept.)_ 



(Email)_ 



CELL: 



£ BRIEF MH/ALLERGIES: 

O 



ESTIMATED LENGTH OF STAY / TREATMENT:. 

REFERRING HOSPITAL 

FLOOR. UNIT 



days 



ROOM NUMBER: 



SURGEON: 



PHONE: 



FAX: 



SERVICES TO BE PROVIDED: 



DATES/HOURS OF SERVICES: 



Please check here to confirm that Page One/Two has been faxed 



t 
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yATIHr REFERRAL INFORMATION: 



DATE: 



/ / 



PATIENT NAME: 

ADDRESS: 

PHONE: 



REFERRED BY: (Name)_ 

(Phone)_ 
(Dept.)_ 
(Email)_ 



DOB: 



FAX: 



CELL: 



DIAGNOSIS/PROCEDURE: 
BRIEF PMH/ALLERGIES: 



: ESTIMATED LENGTH OF OUTPATIENT TREATMENT 

REFERRING HOSPITAL FLOOR ROOM NUMBER 

SURGEON/PHYSICIAN 



days/weeks/months 



PHONE: 



FAX: 



SERVICES 
* REQUESTED: 



c 



5; START DATES/HOURS OF SERVICES: 



Please check here to confirm that Page One/Two has been faxed 









Payment Guaranteed By: 
Full Name: 


(Relation-«?hip to Patient) 




Address 


Tel.No: 




City 


State ZiD Fmail 




METHOD OF PAYMENT: 


CREDIT CARD DETAILS: 


EXACT NAME ON CARD 


EXPIRATinN nATP 





f 
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ii 



SUPPLIES: 



Prescriptions to be filled/delivered 
Medical supplies needed: 



Medical/Adaptive equipment needed: 



CQN0IERGE SERVICES: 



HOTEL 

□ Hotel preferences or price range:. 

□ Number of Rooms: 



□ Number of Occupants;, 

□ Arrival date/time: 



□ Anticipated Date of Departure:, 



Room Preferences 

BEDSIZE: 



_YES (Please attach scripts) 



NO 



_(please note: most hotels have a 1p check in policy) 



SMOKING/NON: 



OTHER: 



TRANSPORTATION: 

□ Nurse escort via car/airplane 

□ Wheelchair accessible van 

□ Ambulance 

□ Limousine 

o Pick up date, time, location:. 



STANDARD/SUITE: 



AESTHETIC SERVICES: 

□ Massage: 

□ Facial: 



□ Manicure: 



□ Pedicure: 



□ Makeup application: 

□ Hair Services (Cut/wash/perm/set):. 
SPECIAL REQUESTS: 
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Patient Naqie. 
DOB I 

PHYSICIAN ORDERS 



0 New Admission Orders ^sCMonthly Renewal □ Telephone Order Verification 

0 Change m Plan of Care □ Change in Patient Status 



DATE/ 
TIME 


MEDICATIONS ^ 


TREATMENTS 


— . , 


z:anhr loo too hco / 








J ' / ~> 










S TP- ' / ' 














7^ 










^Z-T — J. ^ — 


7^ 































































RN/ dinidan's Signature. 



Physician Name ~ Addres s 

Qty, State, Zip \ 

Physician's Signature ^ . . ^ Date. 

Reply: 
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maoEs MEDICATION RECORD 

' Patient 
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PATIENT UNTTAKE FORM 

PATIENT NAME: DOB: 

GUARDIAN NAME (IF CHILD): " ■ 

PRIMARY PHYSICIAN: 

DIAGNOSIS: 

* 

ALLERGIES: 

CURRENT ADDRESS: 



LOCAL PHONEft' CHiULAR/ PACTR:. 

REUGION: 

COUNRTY OF ORIGIN: 

PERMANENT MAILING ADDRESS: 



PRIMARY LANGUAaE:_ 
METHOD OF PAYMENT: 



SOURCE OF REFERRAL:. 

NAME AND # OF PERSON CALLING IN CASE: 



DATE OF ADMISSION: 

START DATE OF SERVICES: 



DATE OF DISCHARGE: 
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ANTICIPATED LENGTH OF TREATMENT:. 
ADDITIONAL THERAPIES: 

□ OCCUPATIONAL THERAPY: 

□ PHYSICAL THERAPY 

□ SPraCHTHERAPY: 

O RESPIRATORY THERAPY: 

□ INFUSION SERVICES: 

□ ESCORTING TO APPOINTMENTS: ' 

□ SCHEDULE FOLLOW UP APPT: 

□ TRANSPORTATION: 

□ LIVING ACCOMODATIONS: 

□ OTHER: 



DAIE/TIME/SIGNATURE OF INTAKE WORKER: 



PRIMARY NURSE ASSIGNED TO CASE: 



t 
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□ HOTEL: ^ARRIVAL: DEPARTURE:. 

ROOM PREFERENCES: 

BEDSIZE: SMOKING: STANDARD/SUITE: 



OTHER PREFERENCES: 



□ TRANSPORTATION: 

PICKUP DATE/TIME/LOCATION: 



□ MEALS: 





□ AESTHETIC SERVICES: 




m 


□ 


MASAGE: 




e 


□ 


FACIALS: 




m 

H 


□ 


MAINCURE: 






□ 


PEDICURE: 




m 


□ 


MAKEUP APPLICATION: 






a 


OTHER: 





m 



COMMENTS: 



□ STAFF ASSIGNED: 
a HOTEL BOOKED; 

□ TRANSPORTATION CONFIRMED 

□ PATIENT NOTIFIED OF ALL DETAILS IN WRITING: 

□ CONTACT MADE WITH SURGICAL TEAM: 

□ PATIENT INVOICED: 

□ FOLLOW UP LETTER SENT TO PATIENT: 

□ FOLLOW UP L ETTER SENT TO PHYSICIAN: 
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VITAL SIGN RECORD 



Patient 



Patient Name^ 
Allergies: 
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INTAKE & OUTPUT 
DOB 



INTAKE 




OUTPUT 


DATE 
TIME 


ORAL 
AMT/Subtotal 


IV 

AMT/Subtotal 


PGT 

AMT/Subtotal 


DATE 
TIME 


URINE 
AMT/Subtotal 


STOOL 
AMT/Subtotal 


VOMIT 
AMT/Subtotal 
















































































































































DAILY TOTAL 


DAILY TOTAL 
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Name 



Parent 



Address 



Dale of Birth 
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PHYSICAL THERAPY 
Initial Evaiuation 



CestatioDaJ age 



Phyi 



Case Manager 



PrimaiyPT 



Chief complaint 



Date: 



SUBJECTIVE 




PMH: 


Social hx 


Prior level of functioning: 


Precautions: 


Hx of present illness: 


Pain 


Medications 





1 Docket NorH0649/7001 
MUSCULOSKELETAL ASSESSMENT™e: System, Method, and— 

Computer Program... 

Jdat range of Motion DWNL Applicant: Stemlicht 



Motion 


Position 


Men 


Arom 






Ri^t 


Left 




Left 











Mixscle Strength 



□WNL 



Miiscle 


Position Grade 




Ri^t 


Left 







Muscle Tone 



REFLEX PROFILE 
Sapine 



Prone 



Sitting 



Quadruped 



Standing/vertical Suspension 



Horizontal Su^nsion 



^ _Docket No. H0649/7001 

GROSS MOTOR EVALUAl^x>N Title: System, Method, and 

Computer Program... 
Applicant: Stemlicht 

Prone 



SiipiBe 



Sitting 



Qoadruped 



Kneeling 




Ambulation 



Stair Oimbing 



BaOSkills 



Balance 



Standing 



Sitting 



Static 



Dynamic 



Docket No. H0649/7001 _ 

FINE MOTOR ASSESSMENT ^j^^^. System, Method, and. 

Computer Program... 
Applicant: Sterniicht 

Focus/Msual Tracking 



Approach 



Grasp 



Manipulation 



Release 



Transferring 



Bilateral Activities 



ACTIVITIES OF DAILY LIVING 



Feeding 



Dressing 



Hygeine 



EQUIPMENT^" — Docket No. H0649/7001 

Title: System, Method, and 
Computer Program... 
Applicant: Stemlicht 
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Docket No. H0649/7001 
Title: System, Method, and 
Computer Program,.. 
Applicant: Stemlicht 



Date: 



Physician:_ 
Patient: 



PHYSICIAN MEMORANDUM 



_Office/Fax: 



DOB: 



Patient Status Update 
Orders 



Additional Service Request 
Other 



Comments: 



1^ 



R.N./Clinicians Name 



Contact Number: 
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1. What language (to ycm speak? 

2. Why dp you need home care services? 

3. Do you have ALLERGIES to medicines/ Jatex/ food? If yes, list 



4. What is the hospital you are being treated at? 

5. Who is your primary doctor ? 

6. Are ftim other doct(»*'s invc^ved in your care?- 



7. 



Do you smoke? Quo GyesHowmudi? 



Do you use reoreaticHial drugs? □ no □ yes Howmudi? 

9. Do you use alcohol? Quo □ yes How mudi?^, " 

10. Please list all medicatioas you are presently taking bdow 



MedicatiQZ] 


Dose 


Purpose 







































IL Do you have ©Qou^infcMTnatiQn about your medications? □ no Dyes 



HEALTH PERCEPTION 
MANAGEMENT 



Q Needs hedth teadung 



D Needs med teaching 



12. Do you have any problems with ycwrbowds? Dno □ yes Please describe 



13. Do you have any problems vwfli urinating? 



ELIMINATION 



QNeeds output regimen 



14. Do you have any problanis with your mtake of food? (eating, swallowing, 
chewing, nausea/vamithig)? Dno Dyes Hease Ascribe 



NUTRITION/ 
METABOUC 



15. Do you follow any gjedal diets? Dno Dyes Please describe 



16. Does yep have any skin problems? (raAes, braises, reactions, ait, bumps)? 
□ no Dyes Please desaibe 



Q Needs nutrition niaterial 



17. Are feere any limitations to your activities? Qno Qyes Describe^ 



18. Do you need assitoice with any daifyactivitite? Qno Qyes Describe 



19. Do you have or need any spedal equipment? Qno Dyes Des(aibe_ 



ACnvnY/EVERCISE 

□ PT needed 

□ OT needed 



Docket No. H0649/7001 
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Computer Program... 
Applicant: Stemlicht 



20. Do you have any problems sleeping? Dno Dyes Describe 


SLEEP/REST 




2 1 . Do you have enough energy foe your daily activities? □ no □ yes Describe 


22. Do you have any problems vwlh □ memory □ vision □ hearing? Desmbe 



COGNmVE/ 
PERCEPTUAL 






23. Do you any questions ch* concerns about your sexuality/rq>roductive system? 
□ no □ yes List 


SEXUALITY/ 
REPRODUCTFVE 






24. How are you coping wfh your health issues at ftepresait time? 


COPING/STRESS 






^j. Xiao jxjul luu^s cnaugcu yvUT luc siguiuMUiiy; f f HQ 1 1 yes JL/caCriDe 


SELF PERCEPTION 






26. Who are the important people to be involved in your care? 


ROLE/FELATIONSHIP 
n Proxy in chart 


27. Who shall we contact in the event of any emergency? 
Tdephcoe 


28. Do you have a heahh care proxy? Dno Dyesname 


29. Are any religious practices that we can support? □ no Dyes 

Describe 


VALUE/BELIEF 




30. Are there any needs medically and personally that we can assist you with? 
□ no □ yes List 








NURSING ISSUES TO BE ADDRESSED 

hiformation obtained from 

Nursing Signature Date 
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Progress Note 



Patient Name: Age: Allergies: Physician: 
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